
• Release/Agreement Form

I verify that the information provided on this application is correct and complete.

I understand that whenever changes occur in the information provided, I need to report them immediately to one of the 
agency/agencies helping me obtain devices or services.

I understand I have the right to appeal if I am not satisfied with an agency’s action.

I understand that this is a multi-agency form. The agencies/programs listed below may contact each other to determine 
my financial eligibility for their programs, and may verify my need for the support for which I have applied. I authorize the 
release of this information to be used for referrals/services for which it is determined I may be eligible. It is my under-
standing that this information will be held confidential by all the agencies listed.
• Client Assistance Program
• Hotline for Disability Services
• Independent Living Centers
* Making Homes Accessible (MHA) Program
• Muscular Dystrophy Association
• Nebraska Advocacy Services
• Nebraska Assistive Technology Partnership and Peer Support Network
• Nebraska ChildFind
• Nebraska Commission for the Blind and Visually Impaired
• Nebraska Commission for the Deaf and Hard of Hearing
• Nebraska Department of Health and Human Services
• Nebraska Easter Seal Society
• Nebraska Department of Veterans’ Affairs, Nebraska Veterans’ Aid Fund
• Nebraska Educational Assistive Technology (NEAT)
• Nebraska Home of Your Own Coalition
• Paralyzed Veterans of America Education Center
• The Arc of Nebraska
• United Cerebral Palsy of Nebraska
• US Department of Agriculture (USDA)
• Vocational Rehabilitation
• Other _________________________________________________________________________________________

Information may be released and shared on my behalf with the following family members and individuals: 
_______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________
                   Signature of applicant (or guardian)                                                           Date

The following information is being requested for Federal reporting purposes only. Your response is optional and will not 
affect your eligibility determination. We would appreciate your assistance by providing a response.

Ethnicity/race (please check)
o White (non Hispanic) o Black (non-Hispanic) o American Indian or Alaskan Native o Asian or Pacific Islander 
o Hispanic o Multi-Racial o Other _________________________________________________

Return this form to: Assistive Technology Partnership                    If you have questions about this form, call:
                                   Lauren Rock, Resource Coordinator               Lincoln (402) 471-0734 or
                                   5143 S. 48th Street, Suite C                             Toll Free (888) 806-6287
                                   Lincoln, NE 68516
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